Given the chronic nature of many mental health disorders, especially moderate to severe mental health disorders, [3] [4] [5] access to ongoing outpatient specialty mental health treatment is especially important. Penchansky and Thomas 6 identified the following 5 dimensions of access to health care that are important for understanding low rates of mental health treatment: affordability, availability (ie, supply of health care resources in a given area), accessibility, acceptability, and accommodation. In recent years, federal policies have targeted the affordability of mental health services. 7, 8 The Affordable Care Act
Medicaid expansion has provided coverage to 15 million lowincome adults, 9 a population with disproportionately high levels of unmet need for mental health treatment. 10,11 However, policy landscapes are shifting, and the future of the Affordable Care Act and Medicaid programs remain unclear. [12] [13] [14] [15] Therefore, it is crucial to assess another dimension of access: the geographic availability of outpatient mental health treatment resources that serve low-income populations.
When examining the geographic availability of outpatient mental health treatment resources, it is important to recognize that there may be, in fact, 2 systems of specialty mental health care. One component of the system comprises specialty community mental health treatment clinics that have the capacity to treat the most severe mental illnesses and are more accessible to those with limited financial resources. These facilities typically offer a range of services, including management of psychotropic medications, psychotherapy, and other social services. 16 Moreover, most of these facilities provide services to low-income populations, with 92.4% accepting Medicaid and 88.0% providing payment assistance (eg, slidingscale fees) for low-income populations. 16, 17 Geographic access to these safety-net facilities may be of particular consequence for people in low-income communities, many of whom do not have reliable transportation. 18 Therefore, one might anticipate that these facilities are more likely to be located in communities that are accessible to low-income populations. Another important component of the specialty mental health care system comprises solo and small group practices of mental health professionals, including psychiatrists and therapists. Compared with other specialist physicians, office-based psychiatrists are the least likely to accept Medicaid (other than dermatologists) or private insurance. 19 Therefore, services from many of these practices may be accessible only to those with the financial resources to pay out of pocket or to cover the out-of-network costs. 20, 21 Consequently, these practices may be more likely to be located in wealthier communities. Prior research has examined the geographic availability of mental health treatment resources across US counties. 22, 23 However, to our knowledge, no study has compared the geographic distribution of these 2 systems of mental health care across smaller, socioeconomically diverse communities. improved understanding is needed of the distribution of these 2 types of specialty mental health care resources across smaller, socioeconomically diverse communities.
To address this literature gap, we conducted the first national study, to our knowledge, to achieve 2 research objectives. First, we describe the geographic availability of specialty mental health care resources in the United States, including specialty outpatient mental health treatment clinics and office-based practices, across zip code tabulation areas (ZCTAs). Second, we examine the distribution of these resources by ZCTA socioeconomic status. The study findings provide a foundation for understanding how different types of mental health treatment resources are geographically distributed across local communities in the United States.
Methods

Data and Analytic Sample
This study used national data on mental health treatment resources availability from 2013 to 2015. To measure geographic availability of outpatient specialty mental health treatment facilities, we used data from the Substance Abuse and Mental Health Services Administration (SAMHSA) Behavioral Health Treatment Services Locator, 27 an online, searchable database that provides information about specialty mental health clinics in the United States. The data that we downloaded on March 3, 2015, include facilities that were surveyed in earlier years as part of the National Mental Health Services Survey, which collects information on all known public and private facilities in the United States that provide mental health services (eg, psychiatric hospitals, residential treatment centers, outpatient clinics, and multisetting clinics) and information about the settings in which care is provided (ie, inpatient, residential, and, outpatient).
Key Points
Question Are the communities in the lowest (vs highest) income quartile less likely to have community-based specialty mental health treatment resources?
Findings In this study of US zip code tabulation areas, the lowest-income communities were less likely to have any office-based practices of mental health specialists (physicians and nonphysicians) but were more likely to have an outpatient mental health treatment facility. More than seven-tenths of the lowest-income communities with a treatment resource had a mental health treatment facility.
Meaning Because mental health treatment facilities are the backbone of the specialty mental health care infrastructure in low-income areas, policies are needed to support this critical infrastructure.
excludes facilities that focus primarily on substance abuse treatment or general health, as well as individual and small group practices not licensed as mental health clinics or centers. In between surveys, facilities can request to be included in the locator database or change location information. After a screening process, the locator database is updated weekly with verified changes and monthly with new facilities. 27 We identified 7770 specialty mental health treatment facilities that provide care in an outpatient setting. The Emory University institutional review board determined that this study did not require institutional review board review because it does not meet the definition of research with "human subjects" or "clinical investigation" according to federal rules and Emory University policies and procedures.
To assess geographic availability of mental health specialist practices including small group and solo practices excluded from the SAMHSA survey, we used data from the 2013 zip Code Business Patterns database, a subset of the County Business Patterns survey. 30 The US Census , and (4) mental health treatment facility or officebased practice (ie, any specialty mental health care resource).
Independent Variables
Community-level social and demographic characteristics were assessed using data from the 2013 American Community Survey 5-year estimates (2009-2013), and ZCTA-level measures of urban or suburban (vs rural) location and land area were assessed using 2010 data from the US Census Bureau. To measure community-level socioeconomic status, we created a categorical measure of median household income using quartiles (<$38 289, $38 290-$47 778, $47 779-$60 688, and $60 689-$238 661) to capture any nonlinear associations with availability of mental health treatment resources. Next, we created an indicator for ZCTAs that were located in metropolitan and micropolitan areas (ie, urban or suburban areas) vs those that were not (ie, rural areas) using the measure of core-based statistical areas defined by the Office of Management and Budget.
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In addition, we created several ZCTA-level measures to control for population characteristics potentially associated with the need for mental health services, including racial/ethnic composition, age distribution, sex distribution, and population marital status ( Table 1) . 43 Because the measures of racial/ ethnic composition were so heavily skewed, we created categorical measures for each to capture variation in the right tail of the distribution for inclusion in the analyses. Lastly, we created a measure of the total ZCTA population and a measure of the ZCTA land area in square miles.
Statistical Analysis
Using ArcGIS software (ESRI), we mapped all ZCTAs in the United States, shading those that contained at least one of each type of mental health treatment resource ( Figure) . 27,30 Next,
we summed the population in each of these ZCTAs and calculated the percentage of the US population that lived in a ZCTA with each type of resource (eTable 1 in the Supplement). We also created a 10-mile buffer around each ZCTA's centroid to identify those who lived in a ZCTA with a mental health treatment resource or close to another ZCTA with a mental health treatment resource that intersected this 10-mile buffer. We chose this distance based on prior research reporting that the mean distance traveled for medical and/or dental care in the United States is 10.2 miles (16.3 km).
44
Finally, we conducted bivariate and multivariable analyses by estimating logistic regression models to examine the cluded a single measure of interest (eg, median household income) to estimate its association with the outcome measure. In the multivariable analyses, we also included state indicators and controlled for urban or suburban setting (vs rural setting), community sociodemographic measures, total population (logged), and land area. For ease of interpretation, continuous measures were standardized such that a 1-unit increase in the measure corresponds to a 1-SD increase above the mean value.
Results
Geographic Availability of Mental Health Treatment Resources
The Figure  27 Table 3) . There were also notable differences in how specific types of mental health treatment resources were distributed by community socioeconomic status. Office-based practices of mental health specialist physicians and nonphysicians were more likely to be located in higher (vs lower) income communities in unadjusted (Table 2 ) and adjusted comparisons (Table 3) . For example, more than one-fourth (25.3% [2014 of 7959]) of ZCTA communities in the top quartile of median household income had at least 1 mental health specialist physician practice, more than triple the percentage of ZCTAs in the lowest income quartile (8.0% [637 of 7959]) (UOR, 3.89; 95% CI, 3.54-4.28) ( Table 2) . After controlling for covariates (Table 3) , we found that this difference remained statistically significant (adjusted odds ratio, 3.04; 95% CI, 2.53-3.66).
In contrast, mental health treatment facilities providing outpatient care were less likely to be located in the highest vs lowest income communities. More specifically, 12.9% of communities (1025 of 7959) in the highest income quartile had at least 1 mental health treatment facility compared with 16.5% of communities (1317 of 7959) in the lowest income quartile (Table 2) . This difference was significant in both the unadjusted comparison (UOR, 0.75; 95% CI, 0.68-0.81) and in the adjusted comparison (adjusted odds ratio, 0.43; 95% CI, 0.37-0.51). More than seven-tenths of communities (71.5% [1317 of 1841]) in the lowest quartile of median household income with a mental health care resource had access to an outpatient mental health treatment facility (Table 2 ).
Other Community-Level Correlates
There were also differences in how these mental health resources were distributed across urban or suburban and rural communities ( (Table 2) . After controlling for other variables (including total population), we found that ZCTAs located in urban or suburban areas were less likely to have a mental health treatment facility than those located in rural areas (adjusted odds ratio, 0.37; 95% CI, 0.33-0.43) ( Table 3) .
Supplemental Analysis
In supplemental analyses, generalized ordered logistic regression models were estimated to examine outcome measures for whether a ZCTA has no mental health treatment resource, 1 mental health treatment resource, or 2 or more mental health treatment resources. These categories were determined based on the distribution of the number of mental health treatment facilities and office-based practices in each ZCTA. Results from these supplemental analyses were qualitatively similar in direction and significance compared with the main results (eTables 2 and 3 in the Supplement).
Discussion
This study provides national estimates of the geographic availability of specialty mental health treatment facilities that provide outpatient care and office-based practices across US ZCTAs. Nearly three-tenths (29.3%) of ZCTAs had at least 1 type of resource, and 70.3% of the US population lived in a ZCTA with 1 of these resources. However, these overall estimates mask important differences in the distribution of specific types of mental health treatment resources by community socioeconomic status and urban vs rural location. We found that office-based practices of mental health professionals (physicians and nonphysicians) were more likely to be located in higher-income ZCTAs than in lower-income ZCTAs. However, mental health treatment facilities were significantly more likely to be located in lower-income than 
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Specialty Mental Health Care Across High-and Low-Income US Communities higher-income communities, and they were available in seventenths of the poorest communities with a mental health treatment resource. We also found that outpatient mental health treatment facilities are a critical component of the mental health care infrastructure for rural communities because more than three-fourths of rural communities with a mental health treatment resource had a mental health treatment facility. These findings build on prior workforce research examining the distribution of mental health professional shortage areas across US counties. 22, 43, 46 Thomas and colleagues 46 found that lower-income counties and rural counties were more likely to have overall shortages of mental health professionals. Prior workforce studies, however, typically did not consider the settings in which clinicians practice. The present study adds depth to our understanding of the distribution of mental health treatment resources by examining 2 mental health systems that serve different clientele. More important, we find that mental health treatment facilities-which are more likely to serve vulnerable populations-are the backbone of the outpatient specialty mental health care infrastructure that exists in local low-income and rural areas. Geographic availability of mental health treatment facilities is necessary but may not be sufficient to translate into use of services for vulnerable populations. Other dimensions of access identified by Penchansky and Thomas, 6 such as the affordability, accommodation, and acceptability of services, are also essential. More than nine-tenths of mental health facilities accept Medicaid, and the recent Affordable Care Act b Row percentages are calculated with the numerator presented in each cell, and the denominator presented for each category in the row header.
c Estimated using a logistic regression model that included each measure of interest with no additional covariates.
icaid program remains uncertain, with ongoing discussion about potentially rolling back expansions or converting Medicaid to a block grant program. 12,13,15 If these changes decrease insurance rates, future research will be needed to examine both the geographic availability and capacity of mental health treatment facilities that provide services to uninsured individuals with limited financial resources. Our results also indicate that most geographic gaps in the availability of mental health treatment facilities in lowincome and/or rural communities are not filled by smaller mental health specialty office-based practices. In these areas, policymakers may consider allocating resources for the expansion of mental health services in nearby primary care safety-net settings. Prior research has shown that approximately threefourths of counties with no outpatient mental health treatment facility have at least 1 federally qualified health care center or rural health care clinic. 23 In recent years, federal resources have been allocated under the Affordable Care Act and other initiatives to expand behavioral health services into these settings. 48 To best leverage these investments, policymakers may consider prioritizing funding for community health care centers in low-income and rural communities with no mental health facilities or specialty practices that accept Medicaid.
Limitations
Our study has several limitations. First, our measure of mental health specialist practices may contain measurement error because the classification of office-based physician vs nonphysician practice is based, in part, on self-selected codes by the business and, in part, on other information provided on business surveys. 32 Because of differences in data collection methods, it is also possible that an organization may be captured in the SAMHSA database as well as in the zip code business patterns database. Third, although we were able to identify the number of mental health treatment facilities and practices located in a ZCTA, the available data do not provide information about their treatment capacity or waiting times. A fourth limitation is that some individuals may seek treatment from a mental health facility or practice in an adjacent ZCTA. However, the available data for mental health specialist practices do not include the business addresses needed to assess the distance to the nearest practice from a specific location. Another limitation is the lack of an explicit measure to control for the need for mental health services at the population level; however, our models included measures of sociodemographic characteristics associated with the need for mental health services.
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Two final limitations are associated with the interpretation of community-level analyses and the choice of the geographic unit of analysis for our study. Community-level analyses provide information about how health care resources are distributed across defined geographic areas and for understanding the type of communities in which these resources are most likely to be located. However, when examining the percentage of ZCTAs with any resource, these numbers should not be conflated with the percentage of individuals who live in a ZCTA with a resource (the latter of which is presented in eTable 1intheSupplement). Finally, the ZCTA is an imperfect proxy for the local community in which residents reside. Nevertheless, the ZCTA provides more in-depth information about the distribution of these resources across smaller areas relative to alternative units of analysis that were available (eg, counties)
23,49 to achieve the study aims.
Conclusions
Despite these limitations, this study provides the first national examination to our knowledge of which local areas have specialty outpatient mental health treatment resources, including specialty mental health treatment facilities and smaller mental health specialist practices, and how these resources are distributed across local US communities. Our findings suggest that these resources are located in different types of communities, with specialty mental health treatment facilities constituting an especially important component of the mental health care infrastructure in low-income and rural communities. To the extent that gaps in geographic accessibility to mental health treatment resources exist in vulnerable communities, policymakers may consider bolstering resources for expanded behavioral health care services in other safety-net facilities. 
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